CSF IgG
IgG SER g:Alb CSF SER with electrophoretic analysis. We selected 44 patients in the borderline area of minimal and/or equivocal abnormality by IgG index. Electrophoretic analysis (on polyacrylamide gels for oligoclonal gamma globulin pattern) of parallel specimens was performed at the same time. The number of samples giving a normal index but showing oligoclonal bands varied between 34% and 43% depending on the cut-off point. The views about normal barrier functions underlying such indices are discussed with particular reference to the pathophysiology of the blood-CSF barrier.
Detection of local synthesis of antibody within the central nervous system has been investigated by both qualitative and quantitative techniques. The earliest studies related the amount of CSF IgG to the total CSF proteins or albumin. ' The discriminant value of the CSF IgG to albumin ratio was further improved by reference to the serum concentrations of these two proteins. 2 The value of the CSF IgG index is derived from the quotients of the serum Gels were assessed for the presence of two or more bands in the gamma region by visual inspection as described. 9 The gamma globulin region was divided into five sections as previously described. ' Figure) . Table 3 shows the same data when patients who were subdivided into those who had either oligoclonal bands or did not and were further subdivided according to whether the amount of total gamma proteins (estimated by densitometer area) as a quotient of transferrin (densitometry area) was > 1-98. On the basis of oligoclonal bands providing the correct answer, this shows 11/24 patients with raised total gamma protein values correctly classified and 13/24 patients being incorrectly classified. It also shows 17/20 patients with normal total gamma proteins correctly classified and 3/20 false-positives. Oligoclonal bands absent by PAGE n = 20 3 17 Table 4 Slow gamnmaltransferrin
Oligoclonal bands present on PAGE n = 24
19 5
Oligoclonal bands absent by PAGEn=20 3 17
Overall there were 16/44 patients (36%) who were incorrectly assigned. Table 5 shows the extent of disparity between various authors' figures for normal (0.30 to 0.67) as well as abnormal (0.50 to 0.89) indices. In general, the lower the index used as a cut-off value the greater the number of positive results, but simultaneously there is an increase in the number of falsepositives. Bearing in mind the large scatter of values in Table 5 , there are two criteria which must be established in each laboratory: (a) the normal index of IgG to albumin; (b) the standard deviation about this value. Tnmethoprim susceptibility to staphylococci
We have observed that inclusion of 1-(4-nitrophenyl)-glycerol (PNPG) as an anti swarming agent in antibiotic susceptibility tests can give rise to anomalous results. We performed disc tests in parallel to break point sensitivity tests in our studies. Isosensitest agar (Oxoid) with 5% added lysed blood and NAD was used in both methods, but PNPG was added at a final concentration of 50 mg/l (the concentration suggested by Mast Laboratories) to plates used in the break point method. The final concentration of trimethoprim used in the break point method was 0-5 mg/l and discs containing trimethoprim 1*25 ,ug were used in the disc diffusion method.
Forty-five of 118 clinical isolates of Staphylococcus aureus and 11 of 34 coagulase-negative staphylococci were resistant by the break point method, but all were sensitive by the disc method. Subsequent isolates were tested for susceptibility to trimethoprim by the break point method using media with and without added PNPG. Thirty of 90 strains of Staph aureus and one of 21 coagulase-negative staphylococci were found to be resistant only in the presence of PNPG. In tests to determine the minimum inhibitory concentration (MIC) of trimethoprim, all resistant isolates were inhibited by 0 25 mg/l without PNPG, but the MIC was 1-0 mg/l in its presence.
We wish to draw attention to our 
